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1) | hesreby confirm that afl datails in this Form are True Lo the bast of my knowledge. Any lalse stalsment will render my Application & ongoing assistanca, if any,
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2) | solernnly confirm thel essistincs, I ecelved from Koshika Foundation, will be used only for the *purpose”. &3 stated in this Form, for which such sssistance
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1) ¥ awn wn e g w8 R ol ol e 5w € armn e v w ) ofe s e o W s w v & # A0 e B W W o £

2) & g W e ofn “wttre s, @ o oft b, see v ol vive 9 g £ fed few o, 9w e o s b

3) A g ww f e o w1 o oot W) of 8, 9 ofn W afes @ e e fend e o Prlesadi e 3 o o e sl T o wins o b

AGREEMENT by APPLICANT (sws g %1)

1} By affiing my signature or thumb impression en this Form, | (Applicant) hereby agres & aulhotisa Kashika Foundation and I's Trustees 1o
use/publishiput-upireproduce my name, address, photo & detalls of the “purpose’, for which such assistance is requustedigranted. through any
medium, insluding but not imied to verbal, print, electronic, for soliciling donatians for Keshiks Foundation andlor disseminating information about it s
sctivities/achigvaments. Such use of my pholo & detaily can be made by Keshika Feundation belore or after my treatment or fulflimant of the “purpose”
for which assistance s being reguested.
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with the Trustees of Moshi Foundation, and thelr decision |s this regard will be final and scoeplable to me
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By affixing hetsundar, signatune of our Autharised Signatory for recommending this case/patient for financial assistance fram Koshika Foundation, we
{Hospital] rereby affirm & accep! following:

1) that we nelther are presently nar will in future dvail of financial assistance from anathe: NGO or any other source, for the same patienticase, Bs we are
reguesting o get from Keshika Foundation, 1o the axtent that such essisiance Is granted by Koshika tion. If the requested assisiance s nol granted
by Koshika Foundation, in part or in full, then the Hospiial reserves if's right to make up the shortfall from anathar NGO or any ofher source. This
confirmation essentally states that the Hosprtal will not avall any duplicate assistance for the same patient/cass from any other NGO or any other source
2] The pssistanc from Koshike Foundabion is only financial in nature. The cheice of the ireatmentprocedure advisediconducted by the Hospits! on Ihe
patient, ks based on the arrangemaent batwesn the patient & the Hospital, and is In no way Influenced by Koshika Foundation Hence, the Hospital wil
nssuma sole & complete reaponsibility of the treatment & it's oulcome & safety of the patient. and Koshike Foundation will have no role or responsibiiity
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